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The most recent census in the United States found that nearly 58 million adults had a diagnosed
mental disorder1 and 6% of these adults were diagnosed with a serious mental
illness.2 Before deinstitutionalization and advances in the development of medications, persons with
serious mental illnesses lived in institutions, apart from their families. Today, these individuals live in
our communities. Although some adults with mental illness live independently, many live with family
members, who care for them and help them manage daily activities.3, 4 Even if they are not in the
same household, family members are generally involved in their care and support.5
Family members of persons with serious mental illness may endure considerable stress and burden
that can compromise their own health and quality of life and impair the functioning of the family.
However, if family members are resilient, they can overcome stress associated with providing care for
a loved one with a mental illness, and preserve their own health and the health of their family.6, 7 This
integrative review summarizes current research on resilience in adult family members who have a
relative with a serious mental disorder, including major depressive disorder, bipolar
disorder, schizophrenia, and panic disorder.8 Although some studies have included children and young
siblings providing care for a relative with a mental illness, this review focuses on family members who
are adults.

Resilience
Early writings on resilience came from researchers who focused on its development in children and
adolescents.9, 10 More recently, there has been an increased interest in resilience in adults 11 and
families.12 The concept of resilience was described by Rutter13 as “relative resistance to psychosocial
risk experiences” (p. 119), and by Luthar and colleagues14 as “a dynamic process encompassing positive
adaptation within the context of significant adversity.” Richardson 15 defined resilience as “the process
of coping with adversity, change, or opportunity in a manner that results in the identification,
fortification, and enrichment of resilient qualities or protective factors” (p. 308). Definitions of
resilience in caregivers vary,16 but they all share the characteristic of overcoming adversity to not only
survive the day-to-day burden of caring for a family member who is mentally ill, but to thrive; that is, to
grow into a stronger, more flexible, and healthier person.17 Resilience theory focuses on the strengths
possessed by individuals or families that enable them to overcome adversity. The central constructs of
resilience theory are risk or vulnerability factors, positive or protective factors, indicators of resilience,
and outcomes of resilience.

Risk/vulnerability factors
Risk factors have been conceptualized as events or conditions associated with adversity, or factors that
reduce one’s ability to resist stressors or overcome adversity.11 Vulnerability factors include
traits, genetic predispositions, or environmental and biologic deficits. Potential risk factors in caring for
a family member with a serious mental illness include caregiver strain, feelings of stigma, client
dependence, and family disruption; together, these factors can seriously compromise the caregiver’s
resilience.18 Table 1 lists examples of risk or vulnerability factors that were identified in studies of
family members of adults with serious mental illness.

Table 1. Risk/vulnerability factors, protective factors, and outcomes of resilience indicators identified in
studies of family members of adults with mental illness
Risk/Vulnerability Factors

Protective/Positive Factors

Family member with mental
illness
Lack of mental health
services/support
Threat appraisal24
Caregiver age22, 23
Education23
Caregiver burden/stress25, 26, 27
Caregiver strain27
Family disruption27
Stressful life events28
Avoidance coping25

Control appraisal24
Positive appraisal53
Personal religiosity22
Psychoeducation31, 32, 33
Social support23
Positive cognitions18
Length of time since
diagnosis34
Age of care recipient34

Outcomes of Resilience
Indicators
Expressed emotion42
Psychological well-being19, 24
Family adaptation48
Family functioning49
Knowledge and
understanding21, 59
Morale21
Relationship to mentally ill
person19
Caregiver burden23, 28
Quality of life26, 27

Having a family member with a mental illness puts family members and the family unit at risk for
experiencing negative outcome in terms of the physical and mental health of individual family
members and the functioning of the family.19, 20 When the mentally ill family member is living in the
same household, this may put relatives at greater risk for compromised health.19, 20 And the risk for
poor health may increase even more when the mentally ill person requires ongoing supervision or
direct personal care.21 The lack of available, accessible, or affordable mental health services for families
with a person with mental illness has been identified as a risk factor in several studies.21
Some demographic features of family caregivers may increase their vulnerability to compromised
health, including age22, 23 and level of education.23 The studies suggested that older family members
and those who have less education may be more prone to health problems and disruptions in family
functioning.
Family caregivers who appraise their situation as threatening are believed to be at greater risk.24 They
may perceive caregiving as burdensome or stressful,25, 26, 27 and they report greater feelings of
strain,27 more stressful life events,28 and greater disruption in family functioning.27 Perlick and
colleagues25 found a high use of avoidance coping strategies by family members of persons with
mental illness. Although avoidance coping may be a less-than-optimal method for coping, it is possible
that this coping method may also be protective; thus, risk factors in one context may be protective in
another.11, 13, 29

Protective/positive factors
According to Rutter,30 protective factors reduce the effect of risk, decrease negative reactions to risk,
promote resilience, and create opportunities for family caregivers, and include strategies for
maintaining a positive success. Protective factors identified in studies of family members of adults with
mental illness reflect their appraisal of the caregiving situation itself and their personal beliefs. A
positive appraisal of the situation24 and positive cognitions18 have both been linked with greater

resilience and better health outcomes. In addition, Murray-Swank and colleagues22 found that personal
religiosity helped family members of persons with mental illness adapt to the situation. Although
positive appraisal, positive cognitions, and personal religiosity are intrapersonal factors that provide
protection for family member of persons with mental illness, interpersonal and extrapersonal
protective factors have also been identified.
Social support23 and psychoeducation programs for family members31, 32, 33 have been found to have
positive effects on resilience and health outcomes for individuals and the family unit. Also, the
duration of the caregiving experience, which is closely related to increasing age of the mentally ill care
recipient, has been associated with resilience and quality of life in family members of adults with
serious mental illness.34

Resilience in family caregivers
Only 3 studies of resilience in family members of persons with mental illness have been published, and
all 3 were conducted more than a decade ago. Enns and colleagues35 collected data on family
resources, perceptions, and overall adaptation of 111 family members of adults admitted to a
psychiatric hospital to identify factors that might contribute to resilience in family members. The data
collected on major study variables were compared with averages on similar measures in the general
population, and family members in the study were found to be similar to the general population on
measures of health (p-norms = .546) and well-being (p-norms = .018), role performance (p-norms =
.103), task accomplishment (p-norms = .424), and values and norms (p-norms = .308). They had
significantly less perceived social support, esteem, and communication, and were less likely to seek
spiritual support than the general population. However, they were more likely to acquire social support
and to mobilize the immediate family, and they had higher scores on affective expression,
communication, and perceived control.
Marsh and colleagues36 conducted a national survey to investigate the effects of resilience among
family members of people with mental illness. The 131 family members in the sample were mothers,
fathers, wives, husbands, sisters, brothers, daughters, sons, and extended family members. Family
members were asked to identify strengths within themselves, their family, or their mentally ill family
member who they believed were developed in relation to their family member’s mental illness.
Personal resilience was reported most frequently (by 99% of participants), followed by family resilience
(88%) and resilience in the mentally ill family member (76%). Mannion,37 who did a follow-up analysis
of the data from that survey, found that most spouses (83%) described a process of adaptation and
recovery and cited personal resilience as a major factor in facilitating positive changes. Personal
resilience was described more strongly than family resilience or resilience in the mentally ill family
member.
These studies of resilience were all conducted in the 1990s. No recent studies have specifically
examined resilience in family members of persons with serious mental illness. However, recent
research has identified several strengths, characteristics, qualities, and virtues as indicators of
resilience,6, 15, 17 including acceptance, hardiness, hope, mastery, self-efficacy, sense of coherence,
and resourcefulness. Studies that examined these resilience indicators in family members of persons
with mental illness are reviewed later in this article.

Acceptance
Acceptance has been defined as a willingness to fully experience internal events, including thoughts,
feelings, memories, and sensations.38 It refers to an active process of understanding and having a sense
of obligation and resignation to an unchangeable situation.39 Christensen and Jacobson40 defined
acceptance as the ability to tolerate what might be regarded as an unpleasant behavior of a relative
with mental illness, with some understanding of the deeper meaning of that behavior and an
appreciation of its value and importance.
Four studies of family members of adults with mental illness have suggested that acceptance of the
caregiving situation and the relative’s diagnosis of mental illness is an indicator of resilience. In a study
of 80 family members conducted in Ghana, Quinn41 found that, in rural areas, families were more
accepting of the mental illness and therefore more supportive of their loved ones. In a qualitative
study conducted in Thailand, 17 Buddhist family members of persons with mental illness shared their
beliefs and perspectives on their experiences with their mentally ill family member. 39 The themes they
identified included management, compassion, and acceptance. Fortune and colleagues, 24 who
examined relationships among perceptions of their loved one’s psychosis, coping strategies, cognitive
appraisals, and distress with 42 relatives of adults with schizophrenia, found that family members who
expressed greater acceptance of their relative’s psychosis, its severity, and consequences, experienced
less distress (r = −0.66, p<.001). In addition, acceptance, along with positive reframing and a lower
tendency toward self-blame, was found to mediate the effects of perceptions of their relative’s illness
on their distress.
Only 1 study has examined the needs of caregivers of people with mental illness in the United States.
This intervention study by Eisner and Johnson42 examined the effects of a psychoeducation program
for 28 families who had a family member diagnosed with bipolar disorder. Their intervention also
taught acceptance to the family members to decrease their anger and minimize self-blame. One week
after the intervention, the family members were found to have more knowledge about their relative’s
illness, but their anger and self-blame remained unchanged. However, the results cannot be
generalized because of the small sample size, and because baseline scores on criticism and anger were
low. The study used self-report measures, and the length of the period was only 1 week, making it
difficult to practice or implement what had been learned. Despite its limitations, this intervention
study did address the needs of family members of persons with mental illness. Given the importance of
the topic, more intervention studies are needed.

Hardiness
Hardiness was defined by Kobasa43 as a personality characteristic consisting of 3 interrelated concepts:
control, commitment, and challenge. However, others have said that hardiness involves cognitive and
behavioral flexibility, motivation to follow through with plans, and endurance when faced with
adversity.44 In caregivers, hardiness has been found to minimize the burden of caregiving, 45 and enable
caregivers to appraise the caregiving situation more positively,46 and use problem-focused coping
methods, including help-seeking strategies.47
Two studies have examined hardiness in family members of persons with mental illness. Greef and
colleagues48 studied 30 families of mentally ill young adults (average age 24 years) in Belgium, most of

whom were diagnosed with schizophrenia or other psychosis or mood or anxiety disorder. Of 12
potential resilience indicators examined in that study, hardiness was found to have the strongest
correlation with family adaptation (r = 0.63; p<.01). Also, Han and colleagues,49 who collected data
from 365 Korean families providing care for a relative with a chronic mental illness, found a significant
correlation between hardiness and family functioning (r = 0.51, p<.001).
Neither of the 2 studies examined interventions; clearly intervention studies are needed to test the
effects of programs to improve functioning in families with a relative with chronic mental illness. Large
representative samples are also needed, as well as more focused homogeneous samples in terms of
type of mental illness, length of illness, and age of the mentally ill person to be able to generalize the
findings.

Mastery
Mastery has been defined as the extent to which individuals believe they have control over what
happens in their life.50 Thus, it can be conceptualized as a dimension of coping with stress that reflects
a sense of personal control over potentially adverse circumstances. A sense of mastery has been
identified as a resource that may facilitate family adaptation to mental illness.51 In family caregivers,
greater mastery has been associated with lower caregiver burden and psychological distress and a
greater sense of competence in the caregiving role.25, 52
Five studies of family members of persons with mental illness have examined mastery, which may be
viewed as an indicator of resilience. Murray-Swank and colleagues22 studied 83 caregivers of persons
with serious mental illness to examine whether religiosity was associated with psychosocial adjustment
and caregiver burden. The findings indicated that younger age and greater religiosity were both
associated with mastery (r = −0.28, p = .009 and r = 0.26, p = .017).
Perlick and colleagues25 studied 500 caregivers of adults with bipolar disorder to identify caregivers at
risk for poor health in relation to caregiving and stress. The caregivers comprised 3 groups: those who
were considered burdened, those considered effective, and those considered stigmatized. Those who
were burdened experienced poorer health outcomes than the other 2 groups. They also reported
lower mastery than the other groups (F1,2 = 47.97, p<.001).
Lau and Pang,53 who examined how 129 relatives providing care for persons with major psychiatric
illnesses appraised their caregiving, found that a better sense of mastery was associated with less
negative appraisal (r = −0.24, p = .03); however, no relationship was found between mastery and
positive appraisal of caregiving itself. Rose and colleagues52 evaluated feelings of burden and sense of
mastery of 30 family members of relatives with mental illness. No significant association was found
between caregiver burden and mastery. The researchers explained that the lack of significance may
have resulted from the mastery scale’s inability to capture perceived lack of control among family
members.
Pollio and colleagues33 compared the effects of a psychoeducation group for 9 family members of
adults with mental illness to usual services for family members. The 7 family members who completed
the intervention showed significant improvements on 4 of 5 items measuring knowledge and mastery,
and scores increased on the specific item that reflected feeling in control, although not significantly.

Although these findings should be interpreted with caution, given the small sample, the results suggest
that psychoeducation enhances a sense of mastery among family caregivers of persons with mental
disorders. Future intervention research should use larger samples and analytical models with
behavioral measures for both families and their ill members. Furthermore, outcomes should be
measured immediately after the intervention, and 3 months, 6 months, and 1 year after the
intervention to indicate whether mastery can be maintained over time.

Hope
Hope has been characterized as multidimensional and dynamic, with elements of confidence, but
uncertain expectation of a positive outcome.54 Hope is created from memories and influenced by
relationships with others; it promotes forward movement and provides new insights and a sense of
purpose.55 Hope has been identified as an integral part of family members’ ability to cope with mental
illness in a family member.56
Seven studies have examined hope or optimism in family members of adults with mental illness. Bland
and Darlington,56 who conducted in-depth interviews with 16 family members in Australia to explore
the meaning and importance of hope, found that hopefulness was an integral part of the coping
process used by the family members. Karp and Tanarugsachock57 conducted in-depth interviews with
50 family members of adults with depression, bipolar disorder, or schizophrenia to explore how family
members managed their emotions during the course of the family member’s mental illness. They
found that it was at the point of diagnosis that feelings of hope were provoked in family members.
Using individual interviews and focus groups, Stjernswärd and Ostman 20 explored the experiences of
18 family members living with an individual with depression. The family members described hope as a
motivating force for finding effective treatment, a trustworthy physician, a meaningful and productive
future, and improved quality of life for both the mentally ill family member and themselves. Tweedell
and colleagues58 studied the experiences of 8 family members with a chronically mentally ill relative.
During interviews conducted 5 times in a 1-year period, family members described hopes and fears
associated with interpersonal relationships with their family member. They were unanimous in hoping
their relatives would gain relief from suffering psychotic symptoms, return to their former selves, be
independent in caring for themselves, and live a worthwhile and productive life. They also expressed
cautious optimism that treatment would last, and some worried about losing hope for treatment,
symptom management, and improved quality of life for their family member.
Pickett-Schenk and colleagues21 studied 424 families of persons with schizophrenia who took part in an
intervention designed to instill hope by providing education and support. Data were collected before
the intervention and at 3 and 6 months following the program. At 3 months after the intervention,
greater satisfaction with the education and support components of the intervention program predicted
increased knowledge of the causes and treatment of mental illness (β = 0.29, p<.001 and β =
0.21, p<.001), greater understanding of mental health services (β = 0.25, p<.001 and β = 0.34, p<.001),
and improved morale (β = 0.19, p<.001 and β = 0.18, p<.001). Some effects of satisfaction persisted at
6 months, but the effects on morale and understanding of mental heath services were not found 6
months after the intervention.

Pickett-Schenk and colleagues19 also examined the effectiveness of the same intervention for 462
family members of adults with schizophrenia. As in the previous study, the intervention included
education about the causes and treatment of mental illness, problem-solving and communication skills
training, and family support. Outcomes were evaluated before intervention and at 3 and 6 months
after the intervention. Family members in the intervention group reported better psychological wellbeing than those in a waiting list control group as indicated by fewer depressive symptoms (β =
−1.64, p = .04), greater emotional role functioning (β = 5.69, p = .03) and vitality (β = 3.57, p = .04), and
less negative views toward relationships with their mentally ill family member (β = −0.73, p<.01). These
effects were maintained over time.
In a follow-up study, Pickett-Schenk and colleagues59 examined the effects of the same intervention on
family members’ knowledge of causes and treatment of schizophrenia, problem-solving skills, and
need for information. Those in the intervention group reported greater gains in knowledge than a
waiting list control group (β = 0.84, p<.01), fewer needs for information on coping with positive and
negative symptoms of their family member’s illness (β = −0.63, p<.05 and β = −0.80, p<.001,
respectively), and greater gains in problem management (β = −1.00, p<.001), basic facts about mental
illness and its treatment (β = −0.73, p<.01), and community resources (β = −0.07, p<.05). The effects
were maintained over time.
Of these 7 studies, only 1 was a randomized controlled trial19 and the randomized controlled trial had
some limitations, including a possible placebo effect and use of self-reported data, making it difficult to
determine whether the intervention brought about actual improvements in the family members’
relationships with their mentally ill relatives.19 Intervention studies that include behavioral
observations rather than self-report are needed.

Self-Efficacy
Self-efficacy refers to an individual’s confidence in dealing with challenging and stressful
encounters,60 or the self-evaluation of one’s capacity for performing an activity or task to achieve a
specific goal.61 In family caregivers of persons with mental illness, greater self-efficacy has been linked
with better management of behavioral problems in care receivers, less perceived stress, and lower
subjective burden.6
Two studies have examined self-efficacy of family members of adults with schizophrenia. Both studies
involved Chinese family members. Cheng and Chan32 evaluated the effectiveness of a psychoeducation
program with 64 family caregivers recruited from a mental hospital in Hong Kong. Those in the
psychoeducation group improved more in self-efficacy than a group receiving routine care (t =
−7.16, p<.01). The effectiveness of the psychoeducation program was then tested in another study of
73 Chinese family caregivers of persons with schizophrenia31; this study also examined longer-term
effects. Postintervention effects on self-efficacy were similar to those in the first study and these
effects were sustained at 6 months, but not at 12 months, indicating a need for continued intervention
to promote self-efficacy.
Although both studies provided promising results, they had several limitations. For example, the
measures used were self-reported, and the mentally ill persons were primarily men, although

caregivers were women.31 Also, the studies included only family members who were willing to
participate, so this group might have had more motivation to change, leading to positive outcomes.32

Sense of Coherence
A sense of coherence has been defined as a global orientation toward life that involves cognitive,
behavioral, and motivational elements, and is expressed in the belief that the world is comprehensible,
manageable, and meaningful.62 Family sense of coherence refers to the belief of family members that
the internal and external environments are structured and predictable and that resources are
available; they perceive life and their situation as a meaningful challenge and consider that they can
exert an influence on the course of events.48
Five studies have evaluated sense of coherence in family members of adults with mental illness. Han
and colleagues,49 who examined the influence of a sense of coherence on family functioning in 365
Korean families providing care for a relative with a chronic mental illness, found a significant positive
correlation between sense of coherence and family functioning (r = 0.43; p<.001). Greef and
colleagues48 examined sense of coherence as an indicator of adaptation in 30 families of mentally ill
persons in Belgium. Hardiness showed the strongest correlation with sense of coherence (r =
0.63; p<.01). In a study of 556 Thai family caregivers of adults with schizophrenia, Pipatananond and
colleagues23 found that sense of coherence was influenced by education (γ = 0.29, p<.001), income (γ =
0.28, p<.001), social support (γ = 0.20, p<.001), and perceived seriousness of illness (γ = 0.23, p<.001),
and sense of coherence had a direct negative effect on caregiver burden (β = 0.16, p<.001).23
In a study of 60 American women who were family members of adults with serious mental illness,
Suresky and colleagues26 found that caregiver burden had a negative effect on sense of coherence (β =
−0.33; p<.01), although sense of coherence accounted for 41% of the variance in quality of life and
partially mediated the effects of caregiver burden on quality of life.26 In a follow-up study on the same
women, Zauszniewski and colleagues18 found that the effects of caregiver burden on sense of
coherence were mediated by positive cognitions, which served as protective factors.
No studies have evaluated interventions for sense of coherence in family members of adults with
mental illness, and the studies reviewed had some limitations. Most were either crosssectional23, 48, 49 or secondary analyses18, 26 and, therefore, it is difficult to assess changes in study
variables over time. Convenience sampling limits the generalizability of the findings, and the samples
were heterogeneous in type of mental illness, length of illness, single parent or intact family, and age
of the mentally ill family member.48 Also, given the small samples, caution must be used in drawing
conclusions from the findings.18, 26, 48

Resourcefulness
Resourcefulness may be defined as cognitive and behavioral skills that are used to prevent potentially
negative effects of thoughts, feelings, or sensations on the performance of daily activities63 and to
obtain assistance from others when unable to function independently.64 Personal and social
resourcefulness skills are complementary, can fluctuate over time, and are equally important for
optimal quality of life.65

Four studies have examined resourcefulness in family caregivers of persons with serious mental illness.
Wang and colleagues28 examined the effects of resourcefulness on stressful life events, psychiatric care
activities, and the burden faced by 81 family caregivers of schizophrenic adolescents. The study found
that 24.5% of the variance (F5,75 = 6.20, p<.001) in caregiver burden was explained by psychiatric care
activities and the interaction of stressful life events and resourcefulness, indicating that
resourcefulness moderated the adverse effects of stressful life events on caregiver burden.
Zauszniewski and colleagues34 studied 60 women who were family members of adults diagnosed with
schizophrenia, bipolar disorder, depression, or a panic anxiety disorder to identify factors that might
affect family members’ resourcefulness. Increasing age of the mentally ill person and longer time since
diagnosis were associated with greater personal resourcefulness (r = 0.32, p<.01 and r = 0.35, p<.01,
respectively). The women who were caregivers of adults with schizophrenia had greater personal and
resourcefulness (t1,52 = 4.19, p<.01 and t1,52 = 2.62, p<.01, respectively) than women who had a family
member with bipolar disorder. Sisters of mentally ill persons reported more social resourcefulness than
did mothers, daughters, or wives (F2,59 = −3.16, p<.05), but there were no significant differences in
personal resourcefulness.
In a follow-up study of the same women, Zauszniewski and colleagues27 found that African American
and white women reported similar resourcefulness skills. However, in African Americans, greater
caregiver burden was associated with lower resourcefulness (r = −0.38, p<.0010) and lower
resourcefulness correlated with poorer mental health (r = 0.53, p<.001), suggesting that
resourcefulness may mediate the adverse effects of caregiver burden on mental health. Another
follow-up study by Zauszniewski and colleagues18 focused on the mediating role played by positive
cognitions, conceptualized as a protective factor, on the relationship between caregiver burden and
resourcefulness. The findings from that study provide support for resilience theory in that positive
cognitions mediated the effects of caregiver burden on resourcefulness, an indicator of resilience.
All 4 of these studies were cross-sectional or secondary analyses, and none included an intervention.
The studies also had some limitations, such as convenience samples, cross-sectional design, and small
sample sizes.18, 27, 34 Longitudinal studies of larger and more diverse samples of family members of
mentally ill persons, including men and persons from racial/ethnic minorities, are recommended.
Intervention studies that teach cognitive behavioral self-help and help-seeking skills are also needed.
Addressing the needs of family members of adolescents with serious mental illness is important; thus,
intervention studies are needed for this vulnerable population.

Outcomes of resilience
Resilience and resilience indicators have been linked with several positive health outcomes for
individuals and families.17 In the studies of family members of adults with mental illness included in this
review, resilience indicators were found to be associated with and, in some cases, to affect or predict
outcomes that indicate mental and physical health and quality of life in individual family members and
optimal family functioning.
On the individual level, resilience indicators have been linked with decreased caregiver burden in
family members of persons with mental illness.23, 28 In addition, decreased levels of expressed
emotion, defined as a critical, hostile, or overinvolved attitude toward a relative with mental illness,

have been associated with greater resilience in family members of persons with mental illness. 42 Other
outcomes of resilience indicators found in studies of family members include better morale,21 greater
psychological well-being,19, 24 and improved knowledge and understanding of their family member’s
diagnosis.21, 59 Two studies of family members found that enhanced quality of life was associated
with indicators of resilience.26, 27 Greater resilience may also be linked with improvement in family
members’ relationships with their relative with a psychiatric diagnosis.19 Resilience has also been
associated with greater family adaptation48 and improvement in family functioning.49

Summary
Although resilience has been examined in studies of family caregivers, few studies have included family
members of persons with serious mental illness. However, many researchers have examined
characteristics of family members of persons with mental illness that may be considered indicators of
resilience, including acceptance, hardiness, hope, mastery, self-efficacy, sense of coherence, and
resourcefulness. The research has consistently shown that family members who possess these positive
characteristics are better able to manage and overcome adversity associated with caring for a family
member diagnosed with a mental illness. Thus, enhancement of the resilience of family members of
persons with serious mental illness contributes to both their own well-being and the well-being of
those for whom they provide care.
The findings from the studies reviewed here provide beginning evidence of the importance of focusing
nursing interventions on supporting and enhancing the resilience of family members of individuals with
mental illness. However, additional studies to develop and test interventions for enhancing the
characteristics constituting resilience in these family members are needed. Longitudinal studies that
measure outcomes immediately after the intervention and at 3 months, 6 months, and 1 year after the
intervention would provide a picture of how resilience indicators can be enhanced and maintained.
Also, intervention studies that include behavioral observation, rather than relying solely on self-report,
are needed. The evidence that emerges from testing well-developed interventions can inform clinical
practice and enrich psychiatric nurses’ ability to provide quality care for patients and their families.
Advanced practice nurses (APNs) need to take a focused family therapy approach to manage stress and
disruption in the family environment, to build the family’s resilience and contribute to improvement in
quality of life for the family and the person who is mentally ill. Assessing family members’ level of
hardiness, sense of coherence, hope, and resourcefulness using standardized measures at the start of a
treatment plan for family therapy could provide baseline data and direction for therapy. Assisting the
family to gain knowledge of the mental illness and associated behaviors would facilitate understanding
of the patient’s situation. In addition to using a cognitive approach to therapy, APNs might suggest
adjunct therapies for individual family members. For example, yoga has been found to be beneficial in
reducing anxiety and depression, acupuncture is used to treat stress, and self-hypnosis provides a
feeling of letting go of internal pressure and discomfort. At the conclusion of therapy, hardiness, sense
of coherence, hope, and resourcefulness should be measured again and compared with baseline
results to provide further direction for therapy.
The information derived from the current review can be used by psychiatric nurses to plan primary,
secondary, and tertiary prevention strategies to help caregivers of persons with mental illness regain,

attain, or maintain optimal wellness. Assessing an individual’s attitude toward mental illness, and his or
her strengths and concerns, is vital to facilitate adjustment. Secondary prevention should be
implemented when stress symptoms have already developed. Secondary prevention should
encompass interventions to increase resilience for those with stress as a result of their caregiving.
Tertiary prevention would help caregivers to use all existing internal and external resources to prevent
further stress and maintain optimal wellness.
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